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ABSTRACT (293 words) 
Background 
Co-location of primary care services with Emergency Departments (ED) is one initiative aiming to 
reduce the burden on EDs of patients attending with non-urgent problems. However, the extent to 
which these services are operating within or alongside EDs is not currently known.  
This study aimed to create a typology of co-located primary care services in operation across 
Yorkshire and Humber (Y&H) as well as identify early barriers and facilitators to their 
implementation and sustainability.  
Methods 
A self-report survey was sent to the lead consultant or other key contact at seventeen EDs in the 
Y&H region to establish the extent and configuration of co-located primary care services. Semi-
structured interviews were then conducted with urgent and unscheduled care stakeholders across 




Thirteen EDs completed the survey and interviews were carried out with four ED consultants, one ED 
nurse and three General Practitioners (GPs).  Three distinct models were identified: けPrimary Care 
Services Embedded within the EDげ (7 sites), けCo-located Urgent Care Centreげ ふヲ ゲｷデWゲぶ ;ﾐS けGP ﾗ┌デ-of-
ｴﾗ┌ヴゲげ ふΓ ゲｷデWゲぶ. Qualitative data was analysed using Framework Analysis. Four interview themes 
emerged (Justification for the service, level of integration, referral processes, and sustainability) 
highlighting some of the challenges in implementing these co-located primary care services. 
 
Conclusion  
Creating a service within or alongside the ED in which GPs can utilise their distinct skills and 
therefore add value to the existing skill mix of ED staff is an important consideration when setting up 
these systems. Effective triage arrangements should also be established to ensure appropriate 
patients are referred to GPs. Further research is required to identify the full range of models 




Section 1: What is already known on this subject 
ひ Typologies of GP co-located services exist in the literature but the extent to which they are 
operational within the UK is unknown. 
ひ Little is known about the challenges associated with introducing co-located GP services into 
the Emergency and Urgent Care system. 
Section 2: What this study adds 
ひ Three distinct co-ﾉﾗI;デWS ヮヴｷﾏ;ヴ┞ I;ヴW ゲWヴ┗ｷIW ﾏﾗSWﾉゲ ┘WヴW ｷSWﾐデｷaｷWSぎ けPヴｷﾏ;ヴ┞ C;ヴW SWヴ┗ｷIWゲ 
EﾏHWSSWS ｷﾐ デｴW EDげ, けCo-ﾉﾗI;デWS UヴｪWﾐデ C;ヴW CWﾐデヴWげ ;ﾐS けGP ﾗ┌デ-of-ｴﾗ┌ヴゲげく 
ひ There was variation in the operation of the first two GP co-located models, with limited out-
of-hours coverage across both models and the services were hampered by a lack of available GPs. 
The third model was more established but there was no free flow of patients from the ED to these 
services. 
ひ Two factors which may contribute to the success and sustainability of these models are: (1) 
Facilitating GPs working as distinct practitioners in the hospital environment so that they can add 
value to the care of low-acuity patients; (2) Ensuring effective triaging arrangements are established 
to ensure appropriate patients are referred to GPs. These two factors are likely to be key to the 





Primary care services co-located with Emergency Departments (ED) are one initiative aiming to 
reduce the burden on EDs of patients attending with non-urgent problems.[1-2] Studies profiling ED 
demand have identified the proportion of patients suitable for management by General Practitioners 
(GP) ranging from 10% to 62%.[3-5] Although precise figures are lacking, these studies demonstrated 
that large numbers of patients are potentially suitable for care at an alternative service. 
Four UK medical colleges  produced a report recommending the co-location of primary care services 
at every ED in the UK to ensure patients requiring urgent primary care are assessed and managed 
appropriately.[6] However, a follow-up review found less than half of EDs in the UK have a fully 
implemented out-of-hours primary care facility co-located with their ED and a third have no co-
located out-of-hours primary care at all.[7] Of the co-located primary care services that are in 
operation, there is mixed evidence regarding their impact on attendance rates, process time, costs 
of running the service and outcomes of care.[1, 8-11] 
We aimed to establish the proportion of EDs across Yorkshire and Humber (Y&H) that have co-





Design and setting 
We used self-reported surveys and semi-structured interviews with urgent and unscheduled care 
stakeholders across Y&H, in this pragmatic service evaluation. This area represents 14 acute hospital 
trusts, with 19 EDs (over 10% of EDs in England). It serves a population of 5.5 million and is a mixture 
of large urban, smaller urban, suburban and rural settings.  
The survey was designed to ascertain the characteristics of any primary care services in operation 
within or alongside EDs in the region. Interviews were used to identify barriers and facilitators to the 
establishment and sustainability of these services.  
6 
 
Institutional ethical approval was sought but we were advised that the study met the criteria for 
けゲWヴ┗ｷIW W┗;ﾉ┌;デｷﾗﾐげ ;ﾐS デｴWヴWaﾗヴW SｷS ﾐﾗデ ヴWケ┌ｷヴW WデｴｷI;ﾉ ヴW┗ｷW┘く   
Survey 
Prior to this study the authors already had a limited picture about the types of alternative urgent 
care provision in EDs across Y&H. Using this baseline information a  survey was created for each ED  
in the region. [See supplementary material] The purpose of the survey was to confirm the validity of 
baseline information and to collect additional information, which included: service model type (e.g. 
location); service provider; length of time in operation; working hours; triage; and referral processes. 
The survey was sent to the lead ED consultant or other key contacts across 17 EDs in Y&H. A 
pragmatic decision was taken not to send the survey to two sites. In one site the authors were aware 
that they did not have a co-located primary care service. The other site was a specialist ED only 
seeing patients under 16 years old. If sites did not respond to the initial request for information, 2 
further attempts were made. If still no response then the site was excluded. Data collection took 
place between May and July 2015.  
 
Interviews 
Using information collected from the survey, five sites were selected to reflect the various models of 
primary care services within or alongside the ED across Y&H. Lead consultants within selected sites 
assisted in the initial identification of key staff for interview based on their involvement and 
knowledge of the service with further identification of staff via these interviewees. Potential 
participants were contacted via e-mail inviting them to take part in an interview to discuss their 
experiences of the co-located primary care service. 
A semi-structured interview guide was developed in consultation with an expert in the field (SR), and 
following review of relevant literature. It was refined after initial pilot interviews. The interview 
guide covered: description of the primary care service, barriers and facilitators to setting up and 
running co-located primary care services and views on the future of these services.  
Written informed consent was obtained from all participants. One on one interviews were 
conducted by two of the authors (SA and SR) trained in interview techniques. All interviews were 
audio recorded and took place at the participants place of work or via telephone.  
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Data from the interviews were transcribed verbatim and analysed thematically. NVivo (QSR 
International 10) software was used to help structure the analysis with systematic efforts to check 
and refine developing categories of data. The data was interpreted using Framework Analysis. This 
followed the five stages of Framework Analysis including familiarization, identifying a thematic 
framework, indexing, charting, mapping and interpretation.[12] 
One author (SA) reviewed a sample of transcribed narratives and developed the initial framework. 
Two authors (SA and COK) then independently coded a sample of data using the framework and 
checked for consistency. Consistency was high between coders but following review of the process, 
minor amendments to the framework were introduced. One of the authors (SA) then coded the rest 





Thirteen EDs completed and returned the survey to the research team. Twelve EDs had a primary 
care service within or alongside their ED. Three distinct models were identified: 
ヱく けPヴｷﾏ;ヴ┞ I;ヴW ゲWヴ┗ｷIWゲ WﾏHWSSWS ┘ｷデｴｷﾐ デｴW EDげ (7 sites): GPs work within the ED alongside ED 
staff.  In this model patients attend the ED and are triaged into separate streams (e.g. primary care 
or emergency medicine) by the ED triage nurse. (Figure 1) 
 
Figure 1. An example of patient flow through the primary care services embedded within the ED 
model 
[Insert figure 1] 
 
ヲく けCﾗ-located Urgent Care Centreげ (2 sites): separate primary care service located next to the ED. 
Patients either directed there via a streaming nurse based in the ED or through NHS 111. (Figure 2) 
 
Figure 2. An example of patient flow through the co-located Urgent Care Centre model 
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[Insert figure 2] 
Both service types were in the early stages of set-up, often with only ad hoc coverage of GP shifts.  
ンく けGP ﾗ┌デ-of-ｴﾗ┌ヴゲげ ふΓ ゲｷデWゲぶ:  located next to the ED, on the same hospital site. These services were 
more established but only available out-of-hours and only accepted referrals from the ED in a few 
instances. Fｷ┗W ゲｷデWゲ ｴ;S デｴｷゲ ﾏﾗSWﾉ ｷﾐ ;SSｷデｷﾗﾐ デﾗ デｴW けヮヴｷﾏ;ヴ┞ I;ヴW ゲWヴ┗ｷIWゲ WﾏHWSSWS ┘ｷデｴｷﾐ デｴW 
EDげ ﾏﾗSWﾉく 
Table 1 outlines the working hours and establishment of the different models. 
Table 1. Description of the working hours and establishment of the service for each of the primary 
care models located within or next to the ED 
Model  Working hours Establishment of service 
Primary care services 
embedded within the ED (7 
sites) 
Model operated Monday to 
Friday (all sites) and at 
weekends (4 sites).  
Predominantly operated during 
working hours (08:00-18:00) 
with limited out-of-hours 
coverage. Services 
characterised by inconsistent 
staffing.  
Most sites had established this 
service after 2012 with only 2 
sites operating this model 
before 2012.  
Co-located urgent care service 
(2 sites) 
One site operated 24 hours a 
day, 7 days a week. The other 
site operated during the out-of-
hours period, Monday to Friday 
but this was dependent on staff 
availability.  
One site set-up in 2015; other 
site set-up for over 6 years.  
GP out-of-hours (9 sites) In all sites that provided data 
on working hours (8 sites) the 
model operated during the out-
of-hours period (18:00-08:00) 
Monday to Friday and at 
weekends. 
In all sites the service had been 





Interviews lasting between 30 minutes and 1 ½ hours were carried out with four ED consultants, one 
ED nurse and three GPs across five EDs covering a range of co-located primary care services. (Table 
2) 
Table 2. Description of the primary care service models co-located with each of the hospital sites 
Site(s) Model(s) 
1 Primary care service embedded in the ED 
2,3,4 Primary care service embedded in the ED and GP out-of-hours 
5 GP out-of-hours 
 
Four themes emerged: Justification / rationale for the service; level of integration; triage and referral 
processes; and sustainability. 
 
Justification / rationale for the service 
 
Most participants stated the reason the co-located primary care service was set-up was due to 
increasing numbers of patients attending the ED with non-urgent problems. There was an 
appreciation that GPs have a different approach to risk management compared with ED staff and 
this approach was better suited to patients presenting with low acuity problems. 
 けI ｪ┌Wゲゲ ﾗ┌ヴ WﾏWヴｪWﾐI┞ ﾏWSｷIｷﾐW ;ヮヮヴﾗ;Iｴ ｷゲ ┘WげヴW ﾉﾗﾗﾆｷﾐｪ aﾗヴ ゲﾗﾏWデｴｷﾐｪ SヴW;Sa┌ﾉ ;ﾐS ; GP 
;ヮヮヴﾗ;Iｴ ｷゲ ┗Wヴ┞ SｷaaWヴWﾐデ ｷﾐ デｴ;デ ﾏﾗゲデ ﾗa デｴW デｷﾏW デｴW┞ ﾆﾐﾗ┘ ｷデげゲ ﾏｷﾐﾗヴ ゲデ┌aa ﾗヴ ぐ ﾏﾗSWヴ;デW ゲデ┌aa デｴ;デ 
is self-ﾉｷﾏｷデｷﾐｪ ;ﾐS ゲﾗ ぐ デｴW┞げヴW ﾉﾗﾗﾆｷﾐｪ デﾗ aｷﾐS ゲ┞ﾏヮデﾗﾏ;デｷI ヴWﾉｷWa ;ﾐS ｴﾗ┘ I;ﾐ ┘W ｪWデ デｴｷゲ ヮ;デｷWﾐデ 
home and away from hoゲヮｷデ;ﾉくげ ふCﾗﾐsultant) 
Interviewees did not refer to any specific guidance or policy upon which they based their decision to 
implement a particular co-located primary care service model. Decisions were based on what they 





Level of integration 
 
From the ED perspective, when GPs were embedded within the ED they worked closely with ED 
staff. However, a downside to this was that GPs were sometimes expected to take on responsibilities 
beyond the normal scope of a GP practice (e.g. interpreting x-rays) for which they did not necessarily 
have the correct training. Rather than offering a distinct service with alternative skills and 
approaches to patient care they were sometimes just an けW┝デヴ; ヮ;ｷヴ ﾗa ｴ;ﾐSゲげく 
 けOﾐIW デｴW┞ ゲデ;ヴデ HWIﾗﾏｷﾐｪ ﾉｷﾆW W┗Wヴ┞ﾗﾐW WﾉゲW デｴWﾐ デｴW┞ ゲデﾗヮ HWｷﾐｪ ﾉｷﾆW ; GP ;ﾐS デｴW┞ Sﾗﾐげデ 
necessarily work quickly and effectively which is supposed to be the whole benefit of having them 
デｴWヴWくげ ふCﾗﾐsultant) 
This contrasted with the more established けGP out-of-hoursげ ﾏﾗSWﾉ, which was a separate service. In 
this model there were difficulties with communication between GPs and ED staff with limited 
SｷゲI┌ゲゲｷﾗﾐ ;Hﾗ┌デ W;Iｴ ﾗデｴWヴげゲ ┘ﾗヴﾆﾉﾗ;Sゲ ﾗヴ ヴWゲヮﾗﾐゲｷHｷﾉｷデｷWゲ ┘ｴｷIｴ I;┌ゲWS aヴ┌ゲデヴ;デｷﾗﾐゲ ﾗﾐ Hﾗデｴ ゲｷSWゲく 
              けTｴWヴW ┘WヴW デｷﾏWゲ ┘ｴWﾐ デｴW ﾗ┗Wヴﾐｷｪｴデ SﾗIデﾗヴ ┘ｴﾗ ┘;ゲ ﾗﾐ デｴWｷヴ ﾗ┘ﾐ ｴ;S ｪﾗne out to do 2 or 3 
ｴﾗﾏW ┗ｷゲｷデゲ ;ﾐS デｴW┞げS IﾗﾏW H;Iﾆ デﾗ aｷﾐS デｴ;デ AわE ｴ;S デヴ;ﾐゲaWヴヴWS ﾗ┗Wヴ ン ﾗヴ ヴ ヮ;デｷWﾐデゲ デﾗ デｴW ゲｷデデｷﾐｪ 
room waiting for them and A&E had no idea how many visits that doctor had or how long they would 
HW ｪﾗﾐW ぐ ┘W aWﾉデ デｴ;デ ┘;ゲ ｷﾐ;ヮヮヴﾗヮヴｷ;デWが ゲﾗ ;Iデ┌;ﾉﾉ┞ デｴ;デ ┘;ゲ ぐ ; SWaｷﾐｷデW ﾉ;Iﾆ ﾗa Iﾗﾏﾏ┌ﾐｷI;デｷﾗﾐくげ 
(GP) 
Participants mentioned that ED and GP services should remain separate but with a single entry 
(triage) point for patients. Patients should be triaged to one of the two services depending on their 
presenting complaint.  
 けIa デｴW┞ Iﾗ┌ﾉS ﾃ┌ゲデ デヴｷ;ｪW デｴWﾏ デﾗ ゲWヮ;ヴ;デW ゲデヴW;ﾏゲ ;ﾐS デｴW┞ Iﾗ┌ﾉS ﾃ┌ゲデ HW ゲデ;aaWS ┘ｷデｴ ヮWﾗヮﾉW 
┘ｷデｴ W┝ヮWヴデｷゲW ｷﾐ デｴﾗゲW ;ヴW;ゲ ┘ｷデｴﾗ┌デ デﾗﾗ ﾏ┌Iｴ Iヴﾗゲゲﾗ┗Wヴ ﾗﾐ デｴW ぐ ヮヴﾗH;Hﾉ┞ ヱヰХ ﾗa ヮ;デｷWﾐデゲ ┘ｴﾗ 
turn out to be more complicated or ゲ┌ｷデ;HﾉW ﾗヴ ぐ ┘W I;ﾐ SｷゲI┌ゲゲ デｴWﾏくげ ふCﾗﾐsultant) 
Within this model of single entry and separate patient streams, ED consultants remarked they would 
like to have good communication with GPs to develop positive long-term working relations. 
 けIa ┞ﾗ┌げヴW ;ﾉﾉ ┘ﾗヴﾆｷﾐｪ デﾗｪWデｴWヴ ぐ ｷデげゲ a;ヴ W;ゲｷWヴ ぐ デﾗ ヮﾗヮ ﾗ┗Wヴ ;ﾐS ゲ;┞ ぐ I;ﾐ I ;ゲﾆ ┞ﾗ┌ ; 




Triage and referral processes  
 
Some ED triage nurses worked with a guideline to help identify patients eligible for the GP service. 
One ED nurse mentioned that the triage guidelines are too restrictive.  
けThere were certain things that we could send to the GP and there were things that we could 
not send. So like your chest pains, short of breath, things like that, even if you knew that some of the 
IｴWゲデ ヮ;ｷﾐゲ ┘WヴW ヮヴﾗH;Hﾉ┞ ﾃ┌ゲデ ; IﾗﾉS ﾗヴぐ ┞ﾗ┌ ゲデｷﾉﾉ Iﾗ┌ﾉSﾐげデ ゲWﾐS デｴWﾏくげ ふN┌ヴse) 
However, some triage nurses find it difficult to decide whether patients should be seen by the GP 
because they have to use their clinical judgement which they may not be comfortable with.  
 けE┗Wﾐ デｴﾗ┌ｪｴ デｴWヴW ┘;ゲ ; ｪ┌ｷSWﾉｷﾐW ﾗH┗ｷﾗ┌ゲﾉ┞ デｴW┞ ｴ;S デﾗ ┌ゲW ; IWヴデ;ｷﾐ ;ﾏﾗ┌ﾐデ ﾗa ﾃ┌SｪWﾏWﾐデ 
and it seemed they would often try and find a reason a reason not to send it to the GP so clearly they 
aWﾉデ ┌ﾐIﾗﾏaﾗヴデ;HﾉW ぐ TｴWヴW ┘;ゲ ; ﾉ;Iﾆ ﾗa ┌ﾐSWヴゲデ;ﾐSｷﾐｪ H┞ デｴW デヴｷ;ｪW ﾐ┌ヴゲWゲが ┘ｴｷIｴ ┞ﾗ┌ I;ﾐげデ WﾐデｷヴWﾉ┞ 
ﾗ┗WヴIﾗﾏW ┘ｷデｴ ; ｪ┌ｷSWﾉｷﾐWくげ ふCﾗﾐsultant) 
Furthermore, criteria for accepting patients often differed between individual GPs generating 
reluctance amongst triage nurses to send patients to GPs to avoid having them sent back to the ED 
again. A common reason for patients being sent back to the ED was because some GPs were unable 
to request (or lacked the skills required to interpret) certain investigations. 
  けWW Sﾗﾐげデ ｴ;┗W ﾗ┌デ-of-hours access to ECGげゲ ﾗヴ HﾉﾗﾗSゲ ﾗヴ X-rays so if we thought they needed 
that or it was something that needed a scan or some further investigation then we would refer them 
H;Iﾆくげ ふGPぶ 
An ED nurse suggested that co-located primary care models could include support staff (e.g. 
healthcare assistants) that could assist GPs in taking blood samples.  
 けHealthcare Assistant or a nurse would be nice as well for them to be able to have blood tests 
;ﾐS デｴｷﾐｪゲ ﾉｷﾆW デｴ;デ ぐ ゲﾗ デｴW┞ aWWﾉ ヮ;ヴデ ﾗa デｴW デW;ﾏが ゲﾗ デｴW┞げヴW ﾐﾗデ ﾃ┌ゲデ ｷﾐ ; ヴﾗﾗﾏくげ ふNurse) 
In general, there was limited consensus with regards to the types of patients GPs should be expected 
to see. Consequently, one ED consultant stated that their GP service had seen fewer patients than 
expected. 
 けWWげ┗W HWWﾐ ┌ﾐSWヴヮWヴaﾗヴﾏｷﾐｪ ヴW;ﾉﾉ┞が aヴﾗm the amount we potentially thought we might be 
;HﾉW デﾗ ゲWW ;ﾐS デｴW ﾐ┌ﾏHWヴ ﾗa ヮ;デｷWﾐデゲ ┘WげヴW ;Iデ┌;ﾉﾉ┞ ゲWWｷﾐｪ ぐ ｷa ┞ﾗ┌ ;Iデ┌;ﾉﾉ┞ デ;ﾉﾆ デﾗ デｴW GPげゲ デｴW┞げヴW 
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;Iデ┌;ﾉﾉ┞ ゲ;┞ｷﾐｪ デｴW Iﾗｴﾗヴデ ﾗa ヮ;デｷWﾐデゲ デｴ;デ デｴW┞げヴW ｪWデデｷﾐｪ デｴヴﾗ┌ｪｴ ;ヴW ﾐﾗデ ゲ┌ｷデ;HﾉW HWI;┌ゲW デｴW┞げヴW 
minﾗヴ ｷﾐﾃ┌ヴｷWゲ ;ﾐS ┘WげヴW ﾐﾗデ デヴ;ｷﾐWS ｷﾐ ﾏｷﾐﾗヴ ｷﾐﾃ┌ヴｷWゲくげ ふCﾗﾐsultant) 
It was suggested that ED and GP teams should work together to develop clearer referral strategies. 




PヴﾗHﾉWﾏゲ ┘WヴW ｷSWﾐデｷaｷWS ┘ｷデｴ デｴW ヴWIヴ┌ｷデﾏWﾐデ ﾗa GPげゲ ｷﾐデﾗ デｴW WﾏHWSSWS GP ﾏﾗSWﾉく Aゲ ; ヴWゲ┌ﾉデ デｴｷゲ 
service was often provided on an ad hoc basis, with many shifts being left unfilled. The contrasting 
patient case workload between EDs and primary care were cited as part of the problem with 
recruiting GPs. For example, GPげゲ ゲ;┘ ﾏﾗヴW ;I┌デW ヮ;デｷWﾐデゲ デｴ;ﾐ デｴW┞ Sﾗ ｷﾐ ｪWﾐWヴ;ﾉ ヮヴ;IデｷIW and this 
contributed to reluctance to work in the ED environment. .  
けI IWヴデ;ｷﾐﾉ┞ ﾆﾐﾗ┘ ヲ ﾗヴ ン ﾗa デｴﾗゲW ┘ｴﾗげ┗W ゲデﾗヮヮWS Sﾗｷﾐｪ ｷデ HWI;┌ゲW デｴW┞ aWﾉデ デｴW┞ ┘WヴW HWｷﾐｪ 
ヮ┌ゲｴWS デﾗﾗ a;ヴ ｷﾐデﾗ ┘ｴ;デげゲ ｴﾗゲヮｷデ;ﾉ ﾏWSｷIｷﾐW ぐ SW;ﾉｷﾐｪ ┘ｷデｴ IﾗﾏヮヴﾗﾏｷゲWS ヮ;デｷWﾐデゲ ぐ ゲW┗WヴW 
pneumonias and that sort of patients who were very very poorly, more poorl┞ デｴ;ﾐ デｴW ┘;┞ ┞ﾗ┌げヴW 
┌ゲWS デﾗ ;ﾐ┞┘;┞が HWｷﾐｪ ┞W;ヴゲ ;ﾐS ┞W;ヴゲ ﾗa ; GPくげ ふGPぶ 
There appears to be particular characteristics of GPs who would be willing to work within the ED and 
this is associated with the amount of previous experience they have with ED patients. One ED 
consultant said it would be hard to sustain such a model in the future because of the shortage of GPs 
who would be suitable for this working environment.  
 けBWI;┌ゲW ┞ﾗ┌げ┗W ｪﾗデ ヮヴﾗ;Iデｷ┗W ｷﾐSｷ┗ｷS┌;ﾉゲが ｷa ┞ﾗ┌ W┝ヮ;ﾐS デｴW ┘ﾗヴﾆaﾗヴIW デﾗ ┘ﾗヴﾆ ｷﾐ ; IWヴtain 
┘;┞が ┞ﾗ┌げヴW ﾐﾗデ ;ﾉ┘;┞ゲ ｪﾗｷﾐｪ デﾗ ｴ;┗W デｴﾗゲW ゲ;ﾏW ヮヴﾗ;Iデｷ┗W ｷﾐSｷ┗ｷS┌;ﾉゲくげ ふCﾗnsultant) 
It was suggested when designing a service; efforts should be put into creating an environment in 
┘ｴｷIｴ GPげゲ ┘ﾗ┌ﾉS aWWﾉ Iﾗﾏaﾗヴデ;HﾉW ┘ﾗヴﾆｷﾐｪく 
 けI ﾉｷﾆW デﾗ デｴｷﾐﾆ ﾗa SWゲｷｪning a service and looking at the set-┌ヮ ぐ ｴ;┗ｷﾐｪ デｴW ヴｷｪｴデ ヮ;ヴデｷWゲ 
ｷﾐ┗ﾗﾉ┗WS ｷﾐ デｴW SWゲｷｪﾐ ヮヴﾗIWゲゲ ゲﾗ ぐ GPゲ デｴ;デ ﾐﾗヴﾏ;ﾉﾉ┞ ┘ﾗヴﾆ ｷﾐ ; ヮヴ;IデｷIW ゲWデデｷﾐｪ ｴWﾉヮｷﾐｪ ゲWデ-up an 
Wﾐ┗ｷヴﾗﾐﾏWﾐデ デｴ;デ ; GP ┘ﾗ┌ﾉS aWWﾉ Iﾗﾏaﾗヴデ;HﾉW ┘ﾗヴﾆｷﾐｪ ｷﾐ ぐ ｷﾐ デWヴﾏゲ ﾗa ヮWﾗヮﾉW Wﾐﾃﾗ┞ｷﾐｪ ┘ﾗヴking in 
デｴW ┘;┞ デｴ;デ デｴW┞ ﾐﾗヴﾏ;ﾉﾉ┞ ┘ﾗヴﾆが ｪWﾐWヴ;ﾉﾉ┞く Sﾗ ｴ;┗ｷﾐｪ ;ﾐ Wﾐ┗ｷヴﾗﾐﾏWﾐデ デｴ;デげゲ ゲ┌ｷデ;HﾉWが ;ﾐS デｴWﾐ 
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ﾆﾐﾗ┘ｷﾐｪ デｴ;デ デｴWヴWげゲ ; デ┘ﾗ ┘;┞ ヮﾗｷﾐデ ﾗa ヴWaWヴヴ;ﾉ っ Iﾗﾐデ;Iデ デｴ;デ ;ゲゲｷゲデゲ デｴWﾏ ｷﾐ デｴ;デ Wﾐ┗ｷヴﾗﾐﾏWﾐデ I 
デｴｷﾐﾆ ┘ﾗ┌ﾉS HW ┗ｷデ;ﾉくげ ふCﾗﾐsultant) 
 
DISCUSSION 
In this study, three types of primary care services co-located with EDs were identified across Y&H. 
Two models: けprimary care services embedded within the EDげ and けco-located urgent care centreげ 
were within the early stages of set-up and often only available to patients intermittently. The third 
model けGP out-of-hoursげ ┘;ゲ more established but there was no free flow of patients from the ED to 
these services. 
Through interviews with ED and primary care staff we identified issues which are important to 
consider for the success and sustainability of co-located primary care services. These are: clear 
arrangements between ED and primary care services, particularly to support the triage and referral 
of appropriate patients between services; ED and primary care services, while requiring integrated 
working to achieve effectiveness, need to remain sufficiently distinct to allow GPs to utilise their 
skills appropriately. The ability of GPs to work as GPs within the hospital environment is also likely to 
be key to the recruitment of GPs and the sustainability of these services in the future.  
This study has demonstrated the variability in the design of primary care services co-located with 
EDs within one UK region. This has also been highlighted in a number of other studies.[1,13] The  
service models we found correspond to those previously identified.[1,14] Other models identified in 
previous work are a Primary Care Front End Screening (where primary-care practitioners triage non-
emergency patients at the front door, either in person or telephone) and an integrated model 
(where care is provided jointly between ED staff and primary care clinicians for all patients who 
choose to attend the hospital).[14] 
In our study, some GPs working within EDs reported that the demands of the ED meant they were 
required to act as emergency medicine doctors. This has  been highlighted in a previous report which 
found that in around half of co-located primary care services , GPs were expected to see a wider 
range (and often more complex and sicker) of patients than would be seen in General Practice. They 
were also asked to take on extra responsibilities such as interpreting x-rays without receiving extra 
training.[14] 
Problems regarding triaging appropriate patients to primary care services in our study have been 
identified previously.[15-17] Dale et al,[15] found that  10% of patients streamed to the primary care 
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stream were subsequently referred to on-call specialist teams and a further 9% were referred to the 
fracture clinic or  ED for follow-up. 
Our study was a small scoping study limited to one English region. Given the large area this covers 
with geographic and ethnic diversity, we are confident the experiences of service configuration in 
this region are representative of that throughout England. The qualitative interviews were 
conducted on a small sample of NHS stakeholders, which impacts on the generalisability of these 
findings. However, the study interviewers (which included an expert in the field - SR) agreed that 
saturation of themes had been satisfactorily achieved which is evidence that the salient issues were 
identified with regards to the set-up and management of co-located primary care services.  
Conclusion  
A key consideration when setting up co-located primary care services is that GPs should remain 
sufficiently distinct to ensure their skills are utilised appropriately, therefore adding value to the 
existing skill mix of ED staff. Effective triaging arrangements should also be established to ensure 
appropriate patients are referred to GPs. These factors are likely to be key to the recruitment and 
retention of GPs working in hospital environments. Further research is required to identify the full 
range of models nationally and to carry out a rigorous assessment of their impact on patients, staff, 
ED performance and the wider emergency and urgent care system. 
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